We report a case of spontaneous pneumothorax, pneumomediastinum and subcutaneous emphysema following a cough episode and have a mind to emphasize the clinical diagnosis of pneumothorax and pneumomediastinum presenting with shortness of breath and chest pain without any history of trauma.
We report a case of spontaneous pneumothorax, pneumomediastinum and subcutaneous emphysema following a cough episode and have a mind to emphasize the clinical diagnosis of pneumothorax and pneumomediastinum presenting with shortness of breath and chest pain without any history of trauma.
A 17 year-old male patient applied to emergency room with chest pain, mild dyspnea and rising swelling in neck following a cough two days ago. Chest X-ray and routine biochemical parameters were normal and he was recommended to apply to pulmonology outpatient clinic along with certain medical prescriptions. He reapplied to emergency room upon progressing complaints two days later. In the initial evaluation, the Glasgow Coma Scale was 15 while oxygen saturation 95%, arterial blood pressure 115/85 mmHg, heart rate 95/minute and body temperature 37.5°C. Respiratory examination revealed no abnormal finding, however, subcutaneous crepitations extending scapula were detected around neck region in palpation. No other systemic abnormalities were observed. Electrocardiography was normal. Those noted in PA-chest Xray were subcutaneous air in bilateral neck and chest wall, together with pneumomediastinum ( Figure 1) . Pneumomediastinum, minimal pneumothorax and extensive air collection within soft tissues in whole chest wall and neck were observed in computed tomog-A case of primary spontaneous pneumothorax, pneumomediastinum and subcutaneous emphysema following cough raphy taken for verification of pathological findings observed in chest X-ray (Figure 2 ). Having no history of smoking along with individual or familial disorder, he was diagnosed with Primary spontaneous pneumothorax (PSP). Despite extensive pneumomediastinum and subcutaneous emphysema, he had minimal pneumothorax and was admitted to inpatient clinic of pulmonology. Following high-frequency oxygen therapy (10 L/minute) in pulmonology clinic, his complaints and radiologic findings improved and he was discharged. Because this is an uncommon case, it has been thought to be presented here.
PSP most commonly presents clinically with dyspnea, chest pain and cough. Similarly, our case did with dyspnea and chest pain, and he was diagnosed and begun treatment two days later. It can be inferred when reviewing literature that more than 46% of PSP cases are diagnosed two or more days after the onset of symptoms. Major reason of such delay is thought to be patients not seeing a doctor despite having relevant symptoms (1) . Another cause of such delay might be the insufficiency of direct PA-chest X-ray. Thus, lateral chest X-ray must necessarily be taken in such patients (2) . There exist some studies indicating lateral chest X-ray to be as sensitive as computed tomography in detecting pneumothorax (3). In our case, lack of lateral chest graphy at initial evaluation led to a delay in diagnosis. At the second application, computed tomography was taken upon a suspicion for pneumothorax based on detection of subcutaneous emphysema, resulting in establishment of diagnosis.
Due to mild symptoms, extent of pneumothorax to be low but presence of pneumomediastinum and accompanying subcutaneous emphysema, we administered high-frequency oxygen therapy (10 L/minute) to our patient. We noted an improvement in pneumothorax and symptoms during follow-up. We inferred that oxygen alone can be adequate in treating non-traumatic pneumomediastinum and subcutaneous emphysema. We could not find any case of PSP, extensive pneumomediastinum plus subcutaneous emphysema following cough in literature.
